reason for the rapid hepatomegaly regression was fatty liver!". There are several conditions which can produce fatty liver of which our patient had chronic alcoholism and malabsorption-malnutrition. Ultrasound studies can show focal masses in patients with a focal steatosis (not in this case) and a CT scan often suggests a malignant feature. Enhanced CT scan seems to be better in differential diagnosis!'. We had also considered alcoholic hepatitis with pseudotumour", but we decided to accept focal steatosis. References 1 Scatarige JC, Scott WW,Donovan PH, et aL Fatty infiltration of the liver: ultrasonographic and computed tomographic correlation. J Ultrasound Med 1984;3:9-14 2 White EM, Simeone JF, Mueller PR, et aL Focal periportal sparing in hepatic fatty infiltration: a cause of hepatic pseudomass on ultrasounds. Radiology 1987;162:57-9 3 Clain JE, Stephens DH, Charboneau JW. Ultrasonography and computed tomography in focal fatty liver. Gastroenterology 1984;87:948-52 4 Scott WW Jr, Sanders RC, Siegelman SS. Irregular fatty infiltration of the liver: diagnostic dilemmas.
There are numerous complications following endotracheal intubation':". We report identical complications which might have serious consequences, following long-term intubation in two patients. We recommend that anyone who presents with respiratory symptoms and/or voice changes following a period of endotracheal intubation be referred to an otolaryngologist for investigation and treatment.
Case reports Casel
An l l-year-old girl sustained a closed head injury when she was hit by a car. A CT shan showed generalized brain oedema with no focal intracranial lesion. Other injuries were fractures to the right clavicle, humerus, forearm and ankle. She was intubated, ventilated and cooled for 9 days, with intracranial pressure monitoring.
Her ankle fracture required internal fixation, the others were treated conservatively. She was discharged from hospital one and a half months later.
She presented 6 months later for removal of her ankle screws, when routine questioning by the anaesthetist revealed that since discharge her voice had become hoarse, and exercise-induced asthma had been diagnosed. She used a salbutamol inhaler but found it did not help.
After induction of anaesthesia, laryngoscopy was performed and the cause of her symptoms was found -her vocal cords had fused in the midline joined by a fibrous band leaving only small anterior and posterior lumina. Two days later she underwent division of the fibrous band by laser surgery with immediate resolution of her voice and respiratory symptoms. Case 2 A 24·year-old man sustained a closed head injury when he was involved in a road traffic accident. A CT scan showed right cerebral oedema with no focal lesion. He was intubated and ventilated for 3 days but his progress was slow and extubation was not possible until 3 weeks after the initial injury. He progressed to recover without neurological deficit.
Five months after the incident he presented with marked shortness of breath and wheezing on minimal exertion. The character ofhis symptomspromptedhis referral to an ENT clinic.
Direct laryngoscopy revealed a fibrous band bridging the glottis as in the first case. Subsequent division of this band resulted in immediate and complete resolution of his respiratory symptoms.
Discussion
These patients displayed identical laryngeal pathology following prolonged endotracheal intubation. The aetiology was almost certainly granuloma formation in the region of the vocal processes bilaterally. The granulomas became adherent across the midline, the fusion eventually forming a fibrous band.
These two patients would have been at risk particularly if they had presented for emergency surgery before their laryngeal pathology was recognized. Emergency surgery requires anaesthesia in unfavourable circumstances since even a 'starved' patient may not have an empty stomach. At induction of anaesthesia there is a risk of regurgitation and aspiration of gastric contents. The anaesthetist would use a rapid sequence technique to induce anaesthesia where a rapid intubation is the aim, to protect the airway from soiling. This would not have been possible in either patient since the glottic lumen was far smaller than normal. While a much smaller endotracheal tube was sought the patient may well have inhaled gastric contents causing severe morbidity or even death.
It is important to recognize the possibility of laryngeal pathology following any period of intubation especially when prolonged. Any form of respiratory obstruction in such circumstances should prompt appropriate referral for investigation by an otolaryngologist.
